There is no definitive way to distinguish a true atopic IgE mediated sign or symptom due to a food from an intolerance reaction due to irritation, enzyme deficiency or other idiosyncratic cause. The presence of IgE specific antibody against a food as demonstrated by an immediate weal and flare skin test reaction or a positive RAST is presumptive evidence of a cause and effect relationship. The younger the patient the more likely a positive RAST or skin test is to be significantly causally related to the illness. Never-the-less, in almost 100 infants at four months of age five were observed to have both a positive skin test and a positive RAST to a food, with only two having any detectable allergic illness. This observation in a prospective study of the value of a prophylaxis regimen in the prevention or amelioration of atopic allergic diseasein infancy, underlines the problem of the ascertainment of allergy.
Under ordinary circumstances an individual with complaints, signs and symptoms of allergic disease consults the physician to help find the cause of the illness. In our double blind prospective study of the value of a prophylaxis regimen in the infants from highly atopic families, evidence of sensitization to food usually precedes the clinical appearance of signs and symptoms of illness. Thus the concordance of disease with positive tests is much lower than is the case in clinical practise. 'The effects of severe-hypoxia on dilator prostaglandin (PG) synthesis were studied in a neonatal rat model. Immediately after birth successively delivered rat pups were paired and randomly assigned to either a hypoxic (3% 0 ) environment or room air. The pups in the hypoxic environment weqe visibly cyanotic by the end of the 1 hour study period. At this time the pairs were sacrificed concurrently and blood was collected for PG radioimmunoassay. Samples were pooled within,,a litter such that each litter would yield one pooled sample of hypoxic" blood and one pooled sample of "normoxic" blood. Samples from 7 litters were assayed for PGE and 6-keto PGF . Both PG's decreased under severe hypoxia: Jean PGEs levelsl#ere decreased by about 80%, while mean 6-keto PGF levels were decreased by only 34%. All of the infants with PFC, except one, had TxB2 levels >300pg/ ml, while all of the controls had levels of <300pg/ml. These differences are significant (p c0.05).
EFFECTS OF SEVERE
Of the PFC infants, two had B strep sepsis, four had meconium aspiration pneumonia and two were prematures with HMO. Within the PFC group, however, the type of primary lung disease did not seem to make a difference in TxB2 levels. Two of the infants were thrombocytopenic; although, this in itself was not associated with higher TxB levels. Both infants with TxB2 levels >2,000 pg/ml sugsequently expired. TxB2 is a potent vasoconstrictor which is noted to be elevated in some infants with PFC, with and without sepsis. This increased vasoconstrictor tone may play a role in the pathophysiology of PFC, and may have prognostic implications.
ATRIAL TACHYCARDIA CAUSES HYOROPS IN FETAL LAMBS.
Alfred Gest, Thomas Hansen, Craig Hartley, and Mark Giesler. Dept. of Pediatrics and Medicine, Baylor College of Medicine, Houston, Tx.
Although paroxysmal atrial tachycardia is a recognized cause of nonimmune hydrops fetal is, the mechanism by which it produces edema is unknown. We operated on 5 fetal lambs at 122-135 days gestation to study the relationship between atrial tachycardia and hydrops. We attached pacer wires to the left or right atria, inserted catheters into the inferior vena cava and aorta, and placed a reference catheter into the amniotic sac. After 3 days of recovery, we measured arterial blood gas tensions, hematocri t, plasma protein concentration, and aortic and venous pressures during a control period and while pacing at 300-320 beatslmin. ml , protein concentration 2.1t0.6 gfdl). Since the ascitic fluid protein concentration was less than that of plasma and since arterial pH did not change we conclude that the edema was the result of increased venous pressure rather than an asphyxi a-i nduced increase in capillary permeability to protein. 8 4 NNCs from 2 8 randomly selected NICUs were interviewed via telephone between Jan-Mar 82. T h e interview included 7 open-ended, 2 1 fixed-alternative and 5 scaled-item questions. Sequence and wording were predetermined t o delineate the group biographic profile, professional education, lines of responsibility,skills utilized and psychosocial aspects. 81(96%) w e r e female, 80(95%) Caucasian, 38(45%) married and 9(11%) divorced. Educational preparation varied:lB(22%) held a master's degree, 35(41%) a bachelor's, 23(28%) a diploma and 8 (9%) a n associate's. 66(79%) completed formal NNC programs; others completed inhouse NNC programs. 62(75%) remained i n their 1 s t employment position since beginning their career; leaving time ranged from 6 mo-6 y r with 50% leaving after t h e 2nd employment year. Of 2 2 w h o left 1 5 remained i n the N N C role. A trend w a s note d towards NNCs with associate's degrees performing more invasive tasks than those with master's degrees. Absence o f a defined role w a s the primary factor felt to be responsible for nurse-physician conflict. T h e study documents the wide range o f NNC education, demonstrates t h e group stability, points o u t the low crude turnover rate, and indicates the need for the NNC role to b e more specifically defined.
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